splits the vaginal tube up to the lateral fornix may be required for access, particularly if there is associated gynatresia.
The mobilization of the upper border of a high fistula is greatly facilitated by deliberately opening the pouch of Douglas behind the cervix and drawing down the rectum. This was discovered by chance when the pouch was accidentally opened during a difficult repair, but had been described before (Mahfouz 1934) . The technique illustrated in Figs 2-5 was used for 11 fistulx, all of which were successfully closed at the first attempt.
Abdominal repair: In some cases, when the cervix is tethered to the sacral promontory by adhesions, it is possible to release it without too much difficulty when entering the pelvis from above, and then dissect down below the floor of the pouch of Douglas between the rectum and the vagina to reach the fistula. However, when fibrosis and scarring are very dense and the cervix and vaginal vault are fixed in solid scar tissue, this technique is impracticable. In these circumstances a preliminary total hysterectomy to gain access may be very difficult (Eden 1914) . If a subtotal hysterectomy is performed and the cervical stump is split sagitally, vital structures embedded in scar tissue lateral to the cervix can be pushed to either side and the fistula in the posterior vaginal fornix becomes easily accessible (Lawson 1968).
The technique illustrated in Figs 6-8 was used in 7 cases in this series, with success in 5. One patient died from tumultuous hemorrhage from a large vessel on the pelvic side wall which retracted into solid scar tissue; this could have been avoided by confining dissection to the area between the divided halves of the cervix.
Conclusion
Obstetric fistule high in the posterior fornix follow exceptionally severe pressure necrosis, and all the cases in this series had vesicovaginal fistulx as well. It is therefore not surprising that the results were not completely satisfactory: 47 out of 53 (890%) were successfully closed at the first attempt, but 5 required a second operation to complete the repair. 
Anorectal Disorders in Pregnancy
Although anorectal disorders in pregnancy are rare they may cause much distress, particularly during labour and in the puerperium. They tend to be inadequately investigated and treated, and the patients are reluctant to complain, regarding them as a penalty of pregnancy. A small clinic was established to overcome this in St Thomas's Hospital, London, in 1964 (Simmons 1964 .
Investigations that have been made since then suggest that the incidence of minor anorectal conditions is much greater than 13 8 per 1,000 live births. A questionnaire was distributed in the Windsor and Slough Obstetric Unit postnatal ward. In answer to the question: 'Have you had any trouble in pregnancy or labour with piles?', 26 (38 %) of 68 answered in the affirmative. More than a third had symptoms for the first time, which is in accord with Goligher's observation (1961) that pregnancy is the commonest known factor in the production of piles in women. Clinical experience since 1964 confirmed that the commonest minor condition was internal heemorrhoids and the second commonest fissure in ano, and that proctitis localized below 10 cm was occasionally seen for the first time in pregnancy. Three patients with proctitis seen in 1964 were followed up and two of these were recently traced. One had symptoms again in her second and third pregnancies and on and off since. Two years after delivery, barium enema showed intermittent ulcerative colitis of the sigmoid colon. The other had some bleeding after the first pregnancy, but when examined in 1971 was found to have no evidence of the original disease. We have also confirmed that treatment for hTmorrhoids in pregnancy before 36 weeks by injection is satisfactory. Treatment of haemorrhoids by injection therapy during pregnancy is very rewarding, and many troublesome disorders in labour and the puerperium are thereby avoided. Not only are symptoms during labour prevented, but the recurrence rate seems no higher than in nonpregnant patients who are treated by this form of therapy.
